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Background: Patients with polymyositis (PM) and dermatomyositis (DM) often have repeated exacerbations of myositis. Sometimes immunosuppressive agents are added to induce remission in steroid-resistant cases, with steroid reduction in maintenance therapy, and to prevent exacerbations. However, comparative clinical studies are difficult to conduct and the appropriate immunosuppressive agents are not known [1] [2] . There are also no studies of the treatment in recurrent cases with repeated relapses. Objectives: In this study, we defined myositis that relapses more than once as recurrent myositis and examined its risk factors and re-induction treatments. Methods: Patients from our PM and DM database who were hospitalised between January 1991 and September 2016 were reviewed. We included only patients who had been followed for more than 1 year. Results: There were 14 cases (13.1%) with recurrent myositis. The average observation period was 11.3 and 8.0 years in the relapsing and non-relapsing groups, respectively (P =0.18), and the average ages at onset were 46.2 and 55.0 years (P =0.17). The myositis relapse rate was significantly higher in the anti-aminoacyl-tRNA synthetase (ARS) antibody-positive group than in the group with other antibodies [8/24 (33.3%) vs. 0/14 (0.0%) cases; P =0.02]. The myositis relapse rate was significantly lower in the group in which one more immunosuppressive agent was combined in the initial treatment than in the group without any [3/53 (5.7%) vs. 11/48 (22.9%) cases; P =0.02]. The myositis relapse rate did not differ significantly between DM and PM, men and women, the groups with or without malignancy, the groups with or without interstitial pneumonia (IP), and groups with or without the following initial findings: fever, joint pain, dysphagia, constipation, bedridden, muscle pain, distal muscle weakness, cutaneous symptoms (e.g., heliotrope rash, Gottron's sign, V signs, Raynaud's phenomenon, skin ulcers and necrosis, and itching sensation), cardiac complications, hypertension, diabetes, and smoking history. There was no significant difference in the serum creatine kinase and C-reactive protein between the relapse and no-relapse groups. Only 3 of 14 cases (21.4%) had successful re-remission induced and were on maintenance therapy. In two of these cases, two immunosuppressive agents other than glucocorticoid were added: tacrolimus and methotrexate in one and tacrolimus and mycophenolate mofetil in the other. The other 11 patients were treatment-resistant.
Conclusions:
The presence of anti-ARS-antibody and initial treatment with glucocorticoid only (without any other immunosuppressive agent) were the only two risk factors for recurrent myositis; none of the other factors examined were significant. Recurrent myositis is often treatment-resistant; if one immunosuppressive agent cannot introduce remission, it is worth trying two agents. We excluded infection, malignant disease, and other active complication may be a factor that increases YKL-40 levels. The patients were divided into 4 groups depending on whether suffered IP or PAH, which can affect the prognosis. Group1 (n=30) did not suffer from either IP or PAH, Group2 (n=12) suffered from IP, Group3 (n=7) suffered from PAH, and Group4 (n=8) suffered from both IP and PAH. YKL-40 levels in 4 groups and a control group of healthy individuals (n=13) were measured by ELISA. And age percentile strata of YKL-40 were calculated because serum YKL-40 levels have reported to rise with age; YKL-40 age percentile = 100/(1 + (Serum YKL-40 levels -3 ) × (1.062 age ) × 5000). IHC with YKL-40 of skin biopsy tissue from patients and controls was performed to investigate YKL-40 expression. Results: YKL-40 age percentile were elevated in Group1 compared to controls (42.0±24.5 vs 21.8±15.6), and were elevated due to complications (Group2, 3, 4: 61.8±21.4, 88.9±8.2, 94.4±8.7), with a tendency for PAH to cause greater elevation. There was no significant difference between Group3 and Group4, and
